6 example, an infant with cerebral palsy requires to be in a sitting position in order to develop and practise manipulative skills, and this is just as important, if not more so, than any other treatment or exercises he may be receiving. Another example is a child deaf and blind as a result of maternal rubella early in pregnancy, who must be allowed opportunities to find out about his surroundings by touching, smelling and mouthing objects, and he should not be considered to be messy or dirty for doing so.
The fifth and final point I wish to emphasize is that children are not just miniature adults. This point cannot be repeated often enough because many people still work on this basis and try to scale everything down accordingly.
Dr E Woodford-WiIliams (Department ofMedicine and Geriatric Medicine, General Hospital, Sunderland)
The Problem in the Old Age brings change, change in structure and in function, affecting physical, mental and social performance.
Health in advancing years depends on the capacity of the individual to compensate for reduction in reserves. The powers to do this vary from one person to another. Failure to adapt to change, and this applies to one or any combination of the above functions, results in 'chronic disease', better described in my view as a 'decompensated state'. Looking at it in this way immediately suggests a more positive and rational iX approach to treatment, that is, stabilization of function at a level which enables the person to achieve his maximum degree of independence.
The degree of independence aimed at will vary according to the capacities of the different phases of life. Fig 1 illustrates graphically the 'seven ages of man', and the differing rehabilitation objectives in relation to the changes in structure and function which occur in four phases from birth to the final achievement of death. In each of these phases illness may be acute, prolonged or terminal, but illness in old age is a particular problem for the following reasons:
(1) Identification ofIllness Illness in the young is less likely to remain undetected because a mother quickly observes when her child ails and calls in the doctor. The preventive care service provided by the local health authority helps to safeguard the schoolchild. During working life early certification of illness by a doctor (a statutory obligation) reduces the incidence of unidentified illness. The additional facilities provided through the Department of Employment and sometimes the worker's own firm are available to ensure speedy recovery and return to work by those who are prepared to use these services. By contrast, people past retirement do not have to report illness and, because of personality changes which come with age, may not even be motivated to do so. Thus, by the time they seek advice, the disease is often too far advanced for effective treatment. The remedy is early recognition of ill health with preventive and corrective treatment at this stage if the problems which result from neglect to seek advice are to be reduced.
(2) Definition ofthe Objective in Treatment Today, the young have flexible reserves of function and, because of better nutrition and control of infections, the objective of maximum healthy growth of mind and body, fitting them to benefit from the education which will prepare them for adult life, is possible. In adult life the objective is different and becomes one of maintaining function to a sufficient degree to enable the man or woman to play a creative role in supporting his family, and in contributing to his own wealth and that of the community. Reserves of function are still relatively good and although flexibility to compensate is less than in youth, with proper utilization of the resources available these objectives can be achieved.
After retirement, although reserves of function are restricted, old people can nevertheless generally achieve the more limited objectives of maintaining independence. The level of independence aimed at should be compatible with reserves and should enable them to do as much as they can for themselves for as long as possible in their own homes, thus lessening the burden on others and on the community. A problem has been created by our failure to give enough time and facilities to achieve just this; we are reluctant to persevere with the treatment of those who do not respond as readily as in youth. It is this failure to provide adequate services which results in the 'blockage of beds' by long-stay aged patients who may otherwise have been able to cope in their own homes.
(3) Method ofAchieving the Objective This is primarily a diagnostic problem. To make a prognosis and to treat effectively, a full examination of physical and mental function must first be made to assess the degree of loss. A sound knowledge of the changing physiological and pathological processes which affect the pattern of disease in old age is essential if the pitfalls of misdiagnosis, delayed diagnosis or misplacement of an old person are to be avoided. As yet there is insufficient recognition of the need to train doctors, nurses and paramedical staff in the medicine of old age. For example, awareness that the sudden onset of confusion in an old person is usually a presenting sign of illness which will respond to treatment, based on accurate diagnosis, would result in fewer old people being wrongly placed in mental hospitals with a label of senile dementia.
(4) Recognition ofLimitation ofFunctions and Adaptation ofthe Environment Having achieved the maximum degree of function possible, how often do we satisfy ourselves that the environment to which the patient returns will meet his needs? Whether this is a welfare home or his own home, a patient who has remained continent under good conditions will immediately lose control if the lavatory is too far away or he becomes unable to get out of bed because it is too high or for other reasons. Confusion will easily be precipitated or aggravated by moving an old person to a strange environment or even to familiar surroundings if they are unfavourable.
Planning the milieu of hospital wards, welfare homes and houses for the old so that it is conducive to maximum independence is a field which has been sadly neglected. To plan the environment effectively for the aged demands much more teamwork between doctors, nurses, social workers, architects and engineers than has been seen in the past. 
DISCUSSION
Dr A E Bennett, in reply to a question, agreed that his figures indicating that 40-50% of persons over 75 were disabled meant that they needed more than minor help or assistance. He felt that this was a useful finding in that it showed that provision of aid was necessary for them. There was no real difference between the sexes in the prevalence of disability over 75.
The place of domiciliary physiotherapy was discussed. Some considered that this was an uneconomic and not very effective form of therapy. It was suggested that patients might be taken to small local centres or even to the doctor's surgery where equipment and trained staff would be available so that a long journey to hospital would be avoided. It was also suggested that mobilization of patients in their homes did not necessarily require trained staff and relatives could be trained to carry this out. It was emphasized that occupational therapy was an equally important service. In all these services it was important to maintain an individual approach to the patient and if possible patients should have their own therapist or health visitor as they had their own doctor and their privacy should be invaded as little as possible.
Dr R Gibson repeated the plea that more consultants should be willing to go out into the community to instruct GPs.
It was pointed out by other speakers that not all GPs were interested in this type of work and that courses on rehabilitation were often badly attended. Instruction of medical students was also vitally important if future doctors were to undertake the care of the chronically disabled.
Dr W A R Thomson, on being asked whether, in view of the housing shortage, it was economic to undertake major alterations to houses to make them suitable for disabled persons, said that it depended on the amount of alteration needed. There was obviously a limit to what could be afforded for this, which underlined the need for flexibility in theplanningof all houses in thefuture.
Most participants in the ensuing discussion felt that what was necessary was that all houses built should be suitable both for healthy and for disabled people, and this would not involve extra cost. Doors and corridors should be the right width for wheelchairs and windows the right height.
Dr G 0 Storey, summing up, said that there seemed to be two aspects of the care of the chronic sick: the need to provide more hospital and residential care, and the need for more support for the disabled in their homes.
Most people would agree that, although both were important, the second aim was the more desirable, although at some time many disabled people did need admission to hospital. This might be necessary because the severity of their disability required long-term care, but there were often other factors involved. For example, it might be justified to retain a patient in hospital for intensive rehabilitation if it could be shown that in the long run this would lead to a quicker return to work. Other factors which might necessitate long-term care were poor housing conditions and lack of family support. More difficult to assess were the intangible emotional factors which made family and relatives unable to look after these people. Some diseases were particularly liable to cause difficulty in the home; marital problems among patients with multiple sclerosis seemed very common, due probably to the personality changes which so often occurred. However, the reasons for admission to long-stay hospital were often complex and would repay further study.
The speakers had given special attention to the problem of the young and the old, but often the great problem was finding inpatient residential accommodation for the age group in between.
The importance of home care for the disabled was now being increasingly recognized and the expansion of the social and welfare services showed that this was accepted by the Government.
The precise provisions which would be made were still uncertain, but it was clear that these services were to develop apart from the Health Service. Some might regret this, but it must be the aim of doctors within the Health Service to see that the two services were integrated. He did not believe that the welfare services could be satisfactory without medical guidance. For example, the assessment of disability and the need for help were best carried out in hospital; and the provision of aids for the disabled, although a responsibility of the welfare services, were often also more easily provided by the occupational therapy department of the district hospital. Co-operation between the two services was essential, and home visits should be a joint concern so that the needs of the disabled could be assessed and agreement reached on the way to remedy them. The occupational therapist was the main liaison agent for this and welfare officers should attend resettlement conferences in the hospital.
He believed that the role of the district general hospital should be much more involved with the community, and the provision of community hospitals might well help to achieve this. Not only home visits but also other services in the home should be provided. Domiciliary physiotherapy might not always be desirable, but the hospital consultant should be prepared to act in more than an advisory role and liaison with GPs was equally important. It had been said that GPs were the cornerstone in the care of the disabled in the home, but they must be prepared to accept this responsibility.
The Solution
Group Captain Leonard Cheshire (The Cheshire Foundation, 5 Market Mews, London WI) The Voluntary Services The problem of disability is as broad as humanity itself: every disabled person is an individual with needs and hopes of his own which require an individual solution. We cannot therefore generalize: each in our own field can only solve a part of the problem.
In my own Foundation we are concerned with the long-term disabled and chronic sick, mainly in the younger age groupsthose who have been through hospital and rehabilitation, and for whom as far as one can see there will be no further physical improvement. From this point onwards their problem ceases to be basically a medical one and becomes a human one: it consists in the rebuilding of a human life broken by disability or illness. Disability in no way alters the person's human aspirations, hopes, ambitions, and fears.
He wants for his life what everyone who is young wants, essentially that somewhere in the world there is a niche for him to make his own particular contribution to society. Inherent in the problem of disability is the desire to be useful, the desire to give rather than to receive, to be normal and like other people and, above all, not to become dependent upon others. Consequently, whenever we set out to help another person, whatever his particular need, it is essential that we do it in such a way as not to place that person in our debt, not to make him feel that he has got to say thank you. Equally we must make him feel that he is just like us, able to manage on his own within the limits of his disability. With the advance of technology, the growing awareness of the need to create the right environment for the disabled person, it is remarkable how even the heavily paralysed can retain a degree of independence and activity.
The function of our own Foundation is to provide a community home for those unable to live in their own home. They are small, with an average of 30 residents in each: they have a nucleus of trained nurses with the normal complement of domestic and other staff, supplemented by voluntary helpers, the management being vested in a local committee who are responsible for raising their own money and for all day-to-day decisions but responsible to a central trust covering the British Isles. Overseas, where some fiftyfive Homes exist, the same principle applies even in the poorest countries, such as Nigeria during the Civil War. By this means the committees attain a feeling of independence and of achievement, whilst reflecting the personality of the district and enabling the Home to become integrated into the local community. It is a field in
